This case is an example of a rare condition whose pathological criteria were only fully established by Pryce in 1946. These criteria are the existence of a systemic blood vessel, whose microscopic structure is that of a typical pulmonary artery as shown by the elastic wall, supplying a portion of the lung and arising directly from the aorta, the venous drainage being into the pulmonary vein; and, lastly, ectasia of the bronchi in the affected segment which do not communicate with the main bronchial tree.
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Case History
An 8-year-old boy first presented in July 1959 with abdominal pain for the previous few hours due to pneumonitis of the right lower lobe in which an X-ray showed a cavity with a fluid level (Fig 1) . This illness responded to postural drainage and antibiotic therapy. After the acute attack a bronchogram ( Fig 2) was performed which failed to demonstrate any communication between the posterior segment of the right lower lobe and the rest of the bronchial tree.
The boy was symptom free until he developed a febrile illness three weeks before his admission on 19.2.61. Three days before admission he began to produce purulent sputum. An X-ray showed a recurrence of the fluidcontaining cyst in the posterior segment of the right lower lobe. He was thought to have a congenital lung cyst and thoracotomy was performed by Mr L L Bromley, on 3.3.61, when the true nature of the condition became apparent. An aberrant systemic vessel (Fig 3) arising from the aorta, approximately the size of a femoral artery in a child of this age, was found in the inferior pulmonary ligament. There was a clear-cut line of demarcation between the normal lung tissue and the sequestrated portion. Right lower lobectomy was performed and the patient made an uneventful recovery. Pathological examination revealed ectasia of the lung, venous drainage to the pulmonary vessels and a pulmonary artery arising from the aorta (Fig 4) . When Pryce wrote his article only 3 cases of intralobar sequestration had been described and since then 120 have been reported. The importance of the condition for the thoracic surgeon lies in the great size of the aberrant pulmonary artery which can be a source of severe, even fatal hvmorrhage (Harris & Lewis 1940) . Since intralobar sequestration may present at any age from the first to the seventh decade, it may have to be distinguished from lung cyst, tuberculosis or even carcinoma. The reason why many of these cases present with a lung abscess in which there is a fluid level, although the sequestrated segment does not communicate with the main bronchus, is that connexion develops as a result of inflammation in the sequestrated area.
The distinction between intralobar and extralobar sequestration has some practical significance. In extralobar sequestration both arterial supply and venous drainage are systemic; it may occur almost anywhere in the lung and in 90 % of cases is associated with other congenital abnormalities most often with defects of the diaphragm on the left side, and in some cases with cysts of the mediastinum or upper abdomen. As pointed out by Abbey Smith (1956) the embryological reasons for extraand intra-lobar sequestration probably differ. The clinical criteria for the diagnosis of intralobar sequestration are the characteristic position, a history of inflammatory episodes and failure to demonstrate communication between the main bronchial tree and the sequestrated segment.
The following cases were also shown: 
